Epidural abscess in the spine is a rare condition (0.2-1.3 cases per 10,000 hospital admissions), and cervical location is the least common of all [1]. Staphylococcus aureus is by far the most commonly implicated organism and associated spondylitis and paraspinal abscess is the rule. We report the case of an isolated cervical epidural abscess due to actinomycosis documented by MRI. This very rare condition has not yet been reported in the literature. A 57-year-old woman presented with a 3-month history of relapsing cervical pain and left hemicrania with fever and diplopia. At admission the patient was subfebrile (37.5 °C) and presented an important limitation of the neck mobility. The neurological exami- nation showed a slight paresis of left eye abductor muscle and a left radicular C6 syndrome with hyporeflexia of the biceps and radio-pronator and minimal motor deficit (10%) in biceps and brachiora-dial muscles. The CSF analysis showed an elevated protein content (1,890 mg/1) and a pleiocytosis. The sedimentation rate was 90. Plain cervical X-rays showed severe C5-6 and C6-7 discopathy but no vertebral erosions nor any other sign of spondylodiscitis. A cerebral MRI was unremarkable except for a right sphenoidal sinusitis. A cervical MRI demonstrated an epidural mass extending laterally from C2 to C7. The mass infiltrated the foramen of C5-C7 and displaced the dura medially, but the bone and intervertebral disks were normal, except for degenerative changes. On sagittal Tl and T2 images the epidural mass was isointense to the cord. On the transverse T2* weighted GRE sequence, the mass was well delineated from the bone and CSF due to its intermediate signal ( fig.  1, 2) . There was no gadolinium enhancement. Although the rather ill-defined process seemed to infiltrate the C5-C7 foramen, no paravertebral mass was present. The patient was operated by C5-6 foraminotomy and decompression of the left sixth cervical root. The epidural fat was infiltrated by granulation tissue and some yellowish pus was aspirated. The cultures of the biopsy specimen showed Actinomyces israelii and a mixed anaerobic flora. A long-term treatment of rifampycin and amoxycillin was introduced for 6 months. The postoperative neurologic evaluation showed almost complete recovery of motor deficit of the left biceps with persistent bicipital hyporeflexia and partial recovery of the diplopia.
. Transverse T2* GRE image of the cervical spine at the level of C5-6 showing the left epidural abscess (withe arrows, dura is indicated by small arrow).
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